Many women experience perineal discomfort or pain after childbirth that can persist for a variable length of time, often impairing normal sexual functioning. A limited body of research has described the natural history of resumption of sexual intercourse after giving birth. [1][2][3][4][5][6] [7] [8] A number of methodologic issues, however, hinder their interpretation. Most have relied on small samples, 3, 5, 7 included multiparous women whose postpartum experience may, in fact, be related to previous births, 2, 4, 6, 8 failed to separate women with vaginal and cesarean births during analysis, 3, 4 used specially selected volunteers for sex surveys, 3 or compared groups of women with mixed degrees of perineal trauma. 2-5 Furthermore, whereas some previous investigations have attempted to estimate the prevalence of postpartum dyspareunia (painful sexual intercourse), 2, 4, 5, 8 only a few have sought to identify risk factors for this problem. 5, 8 In particular, there have been few systematic attempts to determine the extent to which the return to normal and satisfactory sexual functioning depends on the type and degree of perineal trauma. 8 We have conducted a retrospective cohort study to examine several postpartum outcomes among primiparous women with varying degrees of perineal trauma. Findings from the first of these analyses, relating to anal incontinence, have recently been published. 9 The objective of the current study is to characterize postpartum sexual functioning among a large group of primiparous women with varying degrees of perineal trauma. In addition, we aim to quantify the influence of perineal damage and other factors, such as breast-feeding, age, body size, and other demographic variables, on postpartum outcomes Boston, Massachusetts, Rockville, Maryland, and Omaha, Nebraska OBJECTIVE: Our goal was to evaluate the relationship between obstetric perineal trauma and postpartum sexual functioning. STUDY DESIGN: Our study was carried out with a retrospective cohort design in 3 groups of primiparous women after vaginal birth: Group 1 (n = 211) had an intact perineum or first-degree perineal tear; group 2 (n = 336) had second-degree perineal trauma; group 3 (n = 68) had third-or fourth-degree perineal trauma. These sample sizes reflect a 70% response rate. Outcomes were time to resuming sexual intercourse, dyspareunia, sexual satisfaction, sexual sensation, and likelihood of achieving orgasm. RESULTS: At 6 months post partum about one quarter of all primiparous women reported lessened sexual sensation, worsened sexual satisfaction, and less ability to achieve orgasm, as compared with these parameters before they gave birth. At 3 and 6 months post partum 41% and 22%, respectively, reported dyspareunia. Relative to women with an intact perineum, women with second-degree perineal trauma were 80% more likely (95% confidence interval, 1.2-2.8) and those with third-or fourth-degree perineal trauma were 270% more likely (95% confidence interval, 1.7-7.7) to report dyspareunia at 3 months post partum. At 6 months post partum, the use of vacuum extraction or forceps was significantly associated with dyspareunia (odds ratio, 2.5; 95% confidence interval, 1.3-4.8), and women who breast-fed were ≥4 times as likely to report dyspareunia as those who did not breast-feed (odds ratio, 4.4; 95% confidence interval, 2.7-7.0). Episiotomy conferred the same profile of sexual outcomes as did spontaneous perineal lacerations. CONCLUSIONS: Women whose infants were delivered over an intact perineum reported the best outcomes overall, whereas perineal trauma and the use of obstetric instrumentation were factors related to the frequency or severity of postpartum dyspareunia, indicating that it is important to minimize the extent of perineal damage incurred during childbirth. (Am J Obstet Gynecol 2001;184:881-90.) 
Many women experience perineal discomfort or pain after childbirth that can persist for a variable length of time, often impairing normal sexual functioning. A limited body of research has described the natural history of resumption of sexual intercourse after giving birth. [1] [2] [3] [4] [5] [6] [7] [8] A number of methodologic issues, however, hinder their interpretation. Most have relied on small samples, 3, 5, 7 included multiparous women whose postpartum experience may, in fact, be related to previous births, 2, 4, 6, 8 failed to separate women with vaginal and cesarean births during analysis, 3, 4 used specially selected volunteers for sex surveys, 3 or compared groups of women with mixed degrees of perineal trauma. [2] [3] [4] [5] Furthermore, whereas some previous investigations have attempted to estimate the prevalence of postpartum dyspareunia (painful sexual intercourse), 2, 4, 5, 8 only a few have sought to identify risk factors for this problem. 5, 8 In particular, there have been few systematic attempts to determine the extent to which the return to normal and satisfactory sexual functioning depends on the type and degree of perineal trauma. 8 We have conducted a retrospective cohort study to examine several postpartum outcomes among primiparous women with varying degrees of perineal trauma. Findings from the first of these analyses, relating to anal incontinence, have recently been published. 9 The objective of the current study is to characterize postpartum sexual functioning among a large group of primiparous women with varying degrees of perineal trauma. In addition, we aim to quantify the influence of perineal damage and other factors, such as breast-feeding, age, body size, and other demographic variables, on postpartum outcomes such as dyspareunia, time to resuming sexual intercourse, sexual sensation, sexual satisfaction, and orgasmic potential.
Material and methods
This study was approved by the Human Research Committee at Brigham and Women's Hospital (BWH).
Study base. All subjects were drawn from a population of primiparous women who had a singleton, vertex, term (>37 weeks' gestation), vaginal delivery at BWH in Boston, Massachusetts, between August 1, 1996, and February 8, 1997 . From this study base, we identified women from the following 3 distinct cohorts to ensure a sufficient number of women in each perineal trauma category: an "episiotomy group" consisting of women who underwent an episiotomy during childbirth, a "tear group" consisting of women who did not undergo episiotomy but who experienced a second-, third-, or fourth-degree spontaneous perineal laceration, and an "intact group" consisting of women who did not undergo episiotomy and who experienced either no perineal laceration or a first-degree (superficial) spontaneous perineal laceration. This information is routinely recorded by the delivery attendant and kept in computerized files at BWH.
Perineal trauma classification. The standard practice definitions for degree of perineal trauma are as follows: A first-degree tear is defined as a perineal laceration extending through the vaginal mucosa and perineal skin only; a second-degree tear is defined as a perineal laceration extending into the perineal muscles; a third-degree tear is defined as a perineal laceration involving the external anal sphincter; a fourth-degree tear involves both the anal sphincter and the anorectal mucosa. Perineal trauma was recorded in the birth record by either the physician or midwife who attended the birth; no delivery attendant was aware of the study at the time of this recording.
Study participants. As the preidentified women approached 6 months post partum, they were mailed a questionnaire to complete and return to the study coordinators. In total, 921 women were sent questionnaires (282 in the episiotomy group, 290 in the tear group, 349 in the intact group), and 29 questionnaires were subsequently returned by the post office indicating that the women were no longer at that address. Of the 892 women assumed to have received a questionnaire, 626 (70.2%) returned them. This resulted in the following sample sizes: 211 women in the intact group, 206 women in the tear group, and 209 women in the episiotomy group. Essentially all of the episiotomies (205/209) were midline episiotomies.
For this analysis women were redistributed into the following 3 perineal trauma groups: Group 1, intact group, as described (n = 211; 159 with an intact perineum plus 52 with a first-degree perineal tear); group 2, seconddegree group, defined as women who experienced second-degree perineal trauma as a result of either a nonextending episiotomy (n = 152) or a spontaneous laceration (n = 184); and a high-degree group, defined as women who experienced a third-or fourth-degree laceration as a result of either an extending episiotomy (n = 53) or a spontaneous laceration (n = 15). Eleven women could not be classified because their medical records noted that an episiotomy was performed but neither confirmed nor ruled out an extension (n = 4) or because their medical records noted the presence of a spontaneous tear without specifying the degree of tearing (n = 7).
Outcome. The self-administered questionnaire elicited demographic and anthropometric data, as well as information regarding several pregnancy, labor, delivery, and postpartum experiences, including sexual functioning. Participants were asked about time to resuming sexual intercourse after the birth event, their experience with dyspareunia (painful sexual intercourse) before childbirth, at 3 months post partum, and currently (ie, at 6 months post partum), and were asked to distinguish between their current and prebirth assessment of sexual sensation, sexual satisfaction, and likelihood of achieving orgasm during sexual intercourse.
Statistical analysis. Simple proportions were used in descriptive analyses to compare the prevalence of several factors describing postpartum sexual functioning. To identify risk factors for postpartum dyspareunia, accommodating simultaneous control of several covariates, we used logistic regression to estimate adjusted odds ratios. Multivariate linear regression was used to model the continuous variable, time to resuming sexual intercourse, as a function of several dependent variables. All P values are 2-tailed, and all analyses were performed with the Stata (Stata Corporation, College Station, Tex) statistical software.
Results
The 3 groups that were studied exhibited distinct demographic characteristics (Table I ). The degree of perineal trauma was positively associated with age. Nearly 30% of women with an intact perineum were younger than age 25, compared with 8% and 6% of women with second-degree and high-degree tears, respectively. Women in the intact group were somewhat heavier (as assessed by body mass index) and were less likely to be living with a partner, relative to women with perineal trauma. In addition, women in the intact group were notably more ethnically diverse and less educated.
Nearly all women in each group had resumed sexual intercourse by 6 months post partum; however, the mean time to resuming intercourse was earliest in the intact group (7.1 weeks) and latest in the high-degree laceration group (9.3 weeks; P < .001) (Table II) . A more detailed examination of this variable demonstrated the fol-lowing gradient: 54%, 39%, and 25% of women in the intact, second-degree and high-degree groups, respectively, had resumed sexual intercourse by 6 weeks post partum. Fifteen percent of women in the intact group waited ≥9 weeks to resume sexual intercourse, compared with 30% and 40% of the second-degree and high-degree groups, respectively.
Results from multivariate linear regression analyses indicated that perineal trauma and maternal age were the strongest predictors of time to resuming sexual intercourse (data not shown, but the model included terms for perineal trauma, use of vacuum extractor or forceps, infant birth weight, duration of the second stage of labor, maternal age, breast-feeding status, history of dyspareunia, ethnic group, body mass index, education, and cohabitation with a partner). Relative to women with an intact perineum, those with second-and high-degree perineal trauma waited an average of 1.2 (95% confidence interval, 0.5-1.9) and 2.1 (95% confidence interval, 0.9-3.3) weeks longer, respectively. Age was related to waiting time in a dose-response manner, with those ≥35 years old waiting an average of 2.5 (95% confidence interval, 1.2-3.8) weeks longer than those <25 years old. Nonwhite women were also noted to resume sexual intercourse an average of 1.2 weeks (95% confidence interval, 0.4-2.1) later than white women, but the small numbers of different nonwhite ethnic groups in this study population prevented us from analyzing each individually. Breast-feeding women resumed sexual intercourse significantly earlier than those not breast-feeding (an average of 0.8 week earlier; 95% confidence interval, 0.1-1.5). There was no association between use of obstetric instrumentation (P = .34), infant birth weight (P = .32), duration of the second stage of labor (P = .86), history of dyspareunia (P = .62), body mass index (P = .53), cohabitation with a partner (P = .51), or education (P = .52) and the time to resumption of sexual intercourse in these data.
The majority of all 3 groups reported pain on first sexual intercourse after childbirth, but the proportion was significantly greater among women with perineal lacerations (74% for the second-and high-degree groups combined) than among women without lacerations (58%) (P < .001) (Table II) . Of women who reported pain on first postpartum sexual intercourse, those in the intact group were more likely to describe this pain as mild (51% vs 42% and 31% in the second-degree and high-degree groups, respectively) and less likely to describe this pain as severe (7% vs 14% and 10.4% in the second-degree and high-degree groups, respectively).
At 3 months post partum, the probability of reporting dyspareunia was related to the degree of perineal trauma (Table II) . Dyspareunia was reported by 33%, 48%, and 61% of the intact, second-degree, and high-degree groups (P trend < .001). Of the women experiencing pain during sexual intercourse, most reported this pain as a usual occurrence. Nevertheless, women in the intact group were about twice as likely as the other 2 groups to *Restricted to the population of women that had resumed sexual intercourse by 6 months post partum. †Restricted to the population of women that had resumed sexual intercourse at 3 months post partum. report that they rarely experienced dyspareunia. Moreover, nearly 64% of women in the intact group who reported dyspareunia described their pain as mild. A smaller proportion (46%-49%) of women who had perineal lacerations described the pain as mild. By 6 months post partum, much of the reported dyspareunia had been resolved, but 22% of the study population still reported this problem (Table II) . Although the distributions rely on smaller numbers, trends of increasing likelihood of dyspareunia and higher regularity and higher severity of pain with increasing perineal trauma were still apparent.
With respect to the 3 measures of sexual functioning (sexual sensation, sexual satisfaction, and likelihood of orgasm), we found similar proportions of all 3 groups reporting a deficit in functioning compared with these measures before they gave birth (Table III) . At 6 months post partum, a lower level of sexual sensation was reported by 34%, 35%, and 39% of women in the intact, second-degree, and high-degree groups, respectively. Nearly one quarter of women in each group reported that their experience of sexual satisfaction was worse or much worse. A similar 26% of the studied primiparous women reported that they were less or much less likely to experience orgasm. For each sexual functioning measure, however, women in the intact group were significantly more likely to report enhanced sexual functioning.
Twenty-four percent of women in the intact group described a higher current level of sexual sensation, 25% reported better sexual satisfaction, and 21% reported that they were more likely to experience orgasm.
Multivariate logistic regression results are presented in Table IV . The final model contained terms for age, degree of perineal trauma, use of obstetric instrumentation (vacuum extractor or forceps) during delivery, infant birth weight, duration of the second stage of labor, breastfeeding status, and a history of dyspareunia before childbirth. Terms that were not included in the final model because they were neither significant predictors of dyspareunia nor confounders of other covariates included ethnicity, education, body mass index, and the use of perineal massage during labor. The degree of perineal trauma was related to pain on first postpartum sexual intercourse in a dose-response manner (second-degree: odds ratio, 2.1; 95% confidence interval, 1.4-3.3; high-degree: odds ratio, 3.6; 95% confidence interval, 1.6-8.0). Other significant predictors of pain during first postpartum sexual intercourse included breast-feeding (odds ratio, 2.2; 95% confidence interval, 1.4-3.3) and a history of painful sexual intercourse (odds ratio, 4.1; 95% confidence interval, 2.1-8.1). Obstetric instrumentation was used in 12.8% of births in our total study group (3.5% in the intact group, 13.5% in the second-degree group, and 41.8% in the high-degree group) and was associated with ‡Restricted to the population of women that had resumed sexual intercourse by 3 months post partum. §Refers to breast-feeding practice at the time of first postpartum sexual intercourse, at 3 months post partum, and at 6 months post partum, to correspond to the outcome variable at hand. a nonsignificant 40% increase in the risk of pain on resumption of sexual intercourse. No clear relationship with age was observed.
The degree of perineal trauma was still strongly related to dyspareunia at 3 months post partum, even after we controlled for other related labor and delivery factors (Table IV) . Having had a delivery assisted by vacuum extraction or forceps was associated with a 60% increased risk, although this result did not reach statistical significance (95% confidence interval, 0.9-3.0). In comparison with younger women, women >25 years old had approximately double the risk of dyspareunia at 3 months post partum. At 3 months post partum, breast-feeding also remained a strong predictor of dyspareunia (odds ratio, 2.9; 95% confidence interval, 1.9-4.5).
At 6 months post partum, the strongest risk factor for dyspareunia was current breast-feeding (odds ratio, 4.4; 95% confidence interval, 2.7-7.0) ( Table IV) . At this time period, the use of obstetric instrumentation was a more important predictor of dyspareunia than was the degree of perineal trauma. The odds ratio for an instrumental versus noninstrumental birth was 2.5 (95% confidence interval, 1.3-4.8). There was no apparent difference in the relative risk associated with use of a vacuum extractor (odds ratio, 2.5; 95% confidence interval, 1.2-5.6) or forceps (odds ratio, 2.4; 95% confidence interval, 0.9-6.1). In comparison with women who were <25 years old and women without a history of dyspareunia, women ≥25 years old and women with a history of dyspareunia, respectively, were more than twice as likely to report dyspareunia at 6 months post partum.
Analyses stratifying the second-degree perineal trauma group by laceration type (ie, nonextending episiotomy vs second-degree spontaneous tear) and the high-degree group by laceration type (ie, extending episiotomy vs third-or fourth-degree spontaneous laceration) revealed no important difference in any outcome by episiotomy status (data not shown). Perineal trauma groups are thus presented without regard to source of trauma; that is, the presence or absence of an episiotomy.
Comment
Of all measures of postpartum sexual functioning, time to resuming sexual intercourse is perhaps the most studied. In 2 previous and much smaller studies of primiparous women, one third were shown to resume sexual intercourse by 6 weeks post partum, 3 and two thirds had done so by 8 weeks. 7 In general, most research indicates that about 90% of postpartum women have resumed this activity by 3 to 4 months after childbirth. 2, 6, 8 In qualitative agreement with our finding, Klein et al 8 demonstrated that a significantly higher proportion of women with an intact perineum resumed sexual intercourse earlier than women who experienced perineal trauma resulting from a spontaneous laceration or an episiotomy.
Among women with an intact perineum in that study, 8 76.5% had resumed sexual intercourse by 6 weeks, an even earlier return to sexual activity than that observed in our sample.
Factors associated with time to resuming sexual intercourse are largely unknown. In our data the waiting time to postpartum sexual intercourse was significantly dependent on the degree of perineal trauma, maternal age, breast-feeding, and ethnic background. Undoubtedly, the degree of perineal tissue damage is predictive of the extent of suturing required and of postpartum perineal pain, probably accounting for the observed relationship between degree of trauma and time to resumption of sexual intercourse. The relationship between maternal age and waiting time to sexual intercourse cannot be explained by the possibility that older women may be disproportionately burdened by other children, given that all women in this study were primiparous. It may reflect lifestyle differences between older and younger women, or the association may have a more biologic basis that is related to different healing times.
The prevalence of dyspareunia in this sample of primiparous women was substantial, even at 6 months post partum. Our findings are in line with those of Abraham et al, 5 in which approximately 20% of 93 primiparous women reported a period longer than 6 months to achieve comfort during sexual intercourse. Only 4 of the 93 women in their study did not have significant perineal damage, however, preventing the investigators from examining differences in reporting by trauma level. When the current results and previous reports are considered, there may be some evidence that primiparous women experience higher rates of dyspareunia after childbirth than do multiparous women. Whereas both our study and that of Robson et al 3 found 40% of a primparous population reporting dyspareunia at 3 months post partum, those studies that included multiparous women observed smaller proportions. 2, 4 Specifically, Sleep et al 2 observed 20% of women reporting dyspareunia at 3 months post partum, and Glazener 4 found that even as early as 2 months post partum only 30% reported that having sexual intercourse was "sore or difficult."
When assessing associations with dyspareunia, we attempted to account for both the degree and the mode or source of perineal laceration. Our finding that women who underwent an instrumental delivery were 2.5 times more likely to report dyspareunia at 6 months post partum does imply a role for mechanical damage to the vagina or perineum with respect to sexual functioning. The question of whether an episiotomy specifically predisposes to sexual dysfunction has been examined by few studies and with little consensus. In agreement with our findings, Rockner et al 10 found no difference in either the time to resuming sexual intercourse or the reporting of dyspareunia between women with perineal tearing (of second or third degree) and women who had episiotomies. The comparability of our findings and those of Rockner et al 10 is limited, however, by the fact that our participants underwent midline episiotomy and their patients had mediolateral episiotomy. More recently, Klein et al 8 reported a difference between episiotomy-related and spontaneous perineal trauma with respect to pain on first postpartum sexual intercourse: 85.6% of women with midline episiotomy reported pain on first sexual intercourse, compared with 79.2% of women with spontaneous tears. In the same study, however, sexual satisfaction at 3 months post partum was rated essentially the same by women in the episiotomy and spontaneous tear groups (16.3% and 15.8%, respectively, reported not being satisfied), both markedly higher than the findings in women with an intact perineum (5% not satisfied). Larsson et al 11 have also shown that women who underwent episiotomy were more likely to report dyspareunia at 2 to 3 months post partum (16%) than were women with all types of spontaneous perineal tearing (11%).
Our findings implicate breast-feeding as a strong risk factor for postpartum dyspareunia. This phenomenon may be mainly a result of the fact that a breast-feedinginduced hypoestrogenic state can result in severe vaginal dryness. 12, 13 Other studies have linked breast-feeding to lack of frequency, interest, or enjoyment of sexual intercourse in the postpartum period, 4, 6 and these observations have been attributed to the effects of fatigue, depressed levels of the androgens androstenedione and testosterone 13 (linked to sexual desire in women 14 ), or elevated prolactin levels (thought to decrease sexual drive 15 ) among breast-feeding women. We did not collect detailed data regarding breast-feeding practices (ie, frequency, duration, whether on demand or scheduled, and whether exclusive or supplemented with formula), and we were thus unable to determine whether certain patterns of breast-feeding were more strongly related to painful sexual intercourse. Nor did we have information about resumption of menstruation, which may have aided in evaluating hormonal hypotheses.
Nearly one quarter of women with an intact perineum reported heightened sexual functioning, measured as sexual sensation, sexual satisfaction, and likelihood of orgasm, at 6 months post partum. This interesting finding has been reported before in the literature. A study in the early 1980s 3 reported that at the end of the first postpartum year approximately 25% of a sample of primiparous women enjoyed sex more than before they conceived. This previous study, however, was not able to draw inferences regarding the effect of perineal trauma on their results. Our data indicate that the degree of trauma may play a role in these aspects of sexuality, given that women with perineal trauma were about half as likely to express an enhancement of function, relative to those with an intact perineum.
Unlike some other studies that have investigated postpartum sexual functioning, we did not exclude women who were single or who were not living with a partner. In fact, because this research study had other non-sexrelated outcomes of interest, 9 we did not specifically inquire as to whether the participant even had a sexual partner. This should have had little impact on our results. Our analyses were limited to women who had resumed sexual activity during the time periods in question, and our data indicate that nearly all women had done so by 6 months post partum. Furthermore, we observed that cohabitation was not a predictor of time to resuming sexual intercourse.
This study was designed to facilitate internal comparisons; that is, to compare outcomes within this welldefined group of primiparous women by exposure to certain factors, especially perineal trauma. As such, it is beyond the scope of this investigation to determine how their responses to questions regarding sexual functioning would compare with those of other groups of pregnant women. For example, although we can draw inferences about the effect of perineal trauma on sexual functioning among women with vaginal births, our findings can not be interpreted as indicating that vaginal births will result in worse outcomes than will cesarean births.
This study provides evidence that impairment of sexual functioning is common among primiparous women after a vaginal birth. At 6 months post partum, roughly one quarter of primiparous women reported a deficit in sexual sensation, sexual satisfaction, and ability to achieve orgasm, and >20% were experiencing painful sexual intercourse. Women who delivered over an intact perineum reported the best outcomes overall, whereas perineal trauma and the use of obstetric instrumentation were factors related to the frequency or severity of postpartum dyspareunia, indicating that it is important to minimize the extent of perineal damage during childbirth.
Discussion
DR ABBEY BERENSON, Galveston, Texas. The use of a perineal incision to assist in the delivery of an infant was first introduced in the United States in 1851, although it was not initially accepted on a widespread basis. As deliveries moved from the home to the hospital in the 1900s, obstetrics developed an interventionist approach. In this context routine use of an episiotomy was advocated to prevent both short-and long-term sequelae of childbirth, including lacerations, uterine prolapse, rupture of the vesicovaginal septum, and anal incontinence. Furthermore, an episiotomy was believed to protect the fetus from cerebral damage that could be incurred if the head was allowed to act as a "battering ram" during labor. 1 Consequently, this procedure increased in popularity over time. By 1980, between 50% and 90% of all primigravid women who delivered in the United States underwent an episiotomy. 2 Scientific studies, however, failed to demonstrate the purported benefits of this commonly performed procedure. For example, it was generally accepted that it was necessary to perform an episiotomy in nulliparous women to avoid a third-degree tear. In a randomized, controlled trial, however, Klein et al 3 noted that primiparous women who had an episiotomy were significantly more likely than those who did not to sustain a third-or fourth-degree tear. Other studies have demonstrated that whereas an episiotomy does protect the anterior perineum it does so at the expense of the posterior perineum and is a powerful predictor of anal sphincter damage. In addition, no studies have proved that performing an episiotomy prevents pelvic floor relaxation or its sequelae or reduces the risk of intracranial hemorrhage in the fetus. 4 Furthermore, this procedure carries some risk. Women who undergo an episiotomy experience greater blood loss and postpartum pain than those who deliver over an intact perineum. A few studies have suggested that dyspareunia is more common among women who have had an episiotomy. 4, 5 However, data have been limited, thus far, to the first 3 months post partum.
Dr Repke and his colleagues have added to our information on the risks of performing a routine episiotomy by examining the effects of this procedure on postpartum sexual health at 6 months post partum. In this study, >600 primiparous women were surveyed regarding their sexual sensation, sexual satisfaction, and ability to achieve orgasm, as well as their experiences with dyspareunia. Furthermore, the authors investigated the effects of breastfeeding and the use of forceps or a vacuum extractor on dyspareunia.
This study has several interesting findings. Women with a second-, third-, or fourth-degree episiotomy were significantly more likely than those with an intact perineum to report dyspareunia at first sexual intercourse after childbirth and at 3 months post partum. These women also waited, on the average, 1.2 weeks longer after delivery to resume sexual intercourse. At 6 months post partum, the type of delivery was significantly associated with dyspareunia, but the degree of the episiotomy was not.
These authors have provided additional support for the recommendation that an episiotomy should not be routinely performed in all primiparous women. As noted in a recent clinical commentary published in Obstetrics and Gynecology, time pressures, malpractice concerns, lack of experience with perineal stretching, and an interventionist practice pattern may all contribute to the resistance of physicians to incorporate this new evidence into their clinical practice. 6 I applaud Dr Repke and his colleagues for calling this important, yet often ignored topic to our attention.
In conclusion, I would ask the following questions: 1. Seventy percent of women returned the survey. Were there any significant differences between those women who did and did not return the survey?
2. Women were surveyed a single time at 6 months post partum regarding their sexual experiences before delivery, at 3 months post partum, and at 6 months post partum. What effect do the authors believe that recall bias had on their results? 3. When women were asked to compare their sexual experiences post partum with those before delivery, were they told whether this included the time when they were pregnant? If so, how did this affect the results, given that women report less sexual satisfaction in the last trimester than before pregnancy?
4. Were standardized definitions for the terms sexual sensation, sexual satisfaction, and likelihood of reaching orgasm provided to respondents?
5. Women with an intact perineum were younger than those who had experienced an episiotomy or tear. How do the authors account for this difference? Was this controlled for in subsequent analysis?
6. Were the effects of desire measured in this study? Similarly, what effect do the authors believe that depression or fatigue had on their results?
7. How should clinicians use the results of this study to counsel patients at the first postpartum visit? DR KENNETH NOLLER, Boston, Massachusetts. I enjoyed the paper very much. Did you happen to ask the respondents in the questionnaire how long they were advised to abstain from sexual intercourse? I wonder whether those who had an intact perineum were told they could have sexual intercourse earlier than those with a third-and fourth-degree episiotomy.
DR ARTHUR HERBST, Chicago, Illinois. I thought that was very good. I just have one comment, which is that it is very nice to hear a well-designed and well-done outcomes research study. I think we will need to hear more of those types of study in the future in this Society; this is the kind of research I hope that we will be seeing more of in departments of obstetrics and gynecology. So I just wanted to comment on that and thank you for a very good presentation.
DR RONALD STRICKLER, Detroit, Michigan. I also wondered as did Dr Noller, about the instructions given to parents and whether this may have biased some of the outcomes, such as how long patients waited to resume sexual intercourse.
I also wondered whether you collected any information on contraception, because it is more likely that the women who breast-fed would have been given a progestin-only contraceptive, whereas estrogen may have been given to other members of this group. DR WILLIAM GILBERT, Sacramento, California. I have just one question about the validity of the tests concerning sexual histories. Were the patients anonymous in their responses? Can you speak on the design of that part, please? DR STEVEN GABBE, Seattle, Washington. Dr Repke, I wanted to ask you about the providers who rendered obstetric care. Were there some women delivered by nursemidwives, and if so, were their outcomes different? DR REPKE (Closing). I will first take a couple of moments to address Dr Berensen's comments.
A total of 70% of women returned our survey. There were no significant differences in terms of return rate. We do have those data. We did not include them in the manuscript, but 61%, 72%, and 75% of the intact, spontaneous tear, and episiotomy groups, respectively, returned questionnaires. So we don't think there was a differential response rate relative to every group.
In terms of recall bias, I think that's always a concern for a retrospective study, but as this was a cohort analysis, our feeling was that recall bias should have been minimal and evenly distributed with just some random measurement error.
I would remind everyone that our questionnaire really asked about both what happened at 3 months and what was happening at that time, in real time. This questionnaire acutally was sent out as these women were approaching 6 months post partum, and they were being asked about what was happening right then and there at 6 months, as well as how they felt at 3 months. We think that recall bias would have been evenly distributed and would have had minimal impact.
In terms of being asked to compare their sexual experiences post partum relative to before delivery, this is an excellent question, and in fact, on review, our question could have been worded better than it was, because, as worded, the question might very well have gotten responses that related to sexual intercourse satisfaction in the last trimester of pregnancy when satisfaction might, in fact, be less. What we were trying to get at was experience before pregnancy, not just before giving birth.
Again, we would expect an even distribution in response. We don't think this would have had a major impact on results, but it is an excellent question and certainly points out that this particular question on our questionnaire form could have been worded better.
We did not standardize definitions for sexual sensation, sexual satisfaction, and the likelihood of reaching orgasm.
With respect to age difference, there are some biologic and clinical correlates that I think can be put into place here to help me explain that, and I think this would also address Dr Gabbe's question in part.
Because women with an intact perineum were, in fact, younger, what might be the biologic explanations or the clinical correlate for that? Some might be related to frequency of instrumented delivery or use of epidural anesthesia.
Again, overall, as stated in the presentation, younger women tended to be less educated and more ethnically diverse, and these patients would tend to be delivered by the resident service or midwifery service, which traditionally and in our data set documented a lower incidence of episiotomy in comparison with that for the private staff, who tended to take care of better educated, older women. Overall, that group of practitioners has a higher episiotomy rate.
Were the effects of desire measured in that study? No. We did not believe that was a question we would be able to word in a way that would be meaningful and give us a response that we could interpret, but, again, we would not have expected to see a major difference.
We did ask patients about postpartum depression per se but probably not as extensively as if the study was designed to measure that in particular, but, again, these differences were not really clear between the groups. There were an equal number of responses for some degree of postpartum depression.
With respect to how to counsel patients, at the first postpartum visit, I would say 2 things. First, I think the di-alogue needs to begin at the first prenatal visit with respect to risks, benefits, and philosophy of episiotomy, not just the practitioner's philosophy but the patient's.
Second, at the postpartum visit these data will help us as clinicians to at least ask the right questions. On the basis of work we published earlier in 2000 in the British Medical Journal (see reference 9 of article), questions about fecal and flatus incontinence, as well as postpartum sexuality, are the questions we need to be asking if we're going to get the answers. If we don't want to address the issue, we're probably not going to hear any kind of answer that will help us to help our patients.
I will respond to Dr Noller about whether we asked about abstinence instruction. We did not specifically, and this is a shortcoming. My bias would be that I know the institutional practices; they are fairly standardized across the board, and most practitioners recommend 4 to 6 weeks of abstinence. But there was no standardized instruction given, and this certainly could have influenced some difference between what was observed in perineal laceration or episiotomy versus intact perineum groups.
Again, remember that many of our outcomes with respect to perineal laceration were not really based on whether the laceration was spontaneous or an episiotomy, and I think that's an important point because, by definition, an episiotomy means that perineal trauma cannot be avoided. That was really the point or one of the main points of this study.
I thank Dr Herbst for his very kind remarks. Dr Strickler asked very important questions. Again, there might have been some biases with respect to the instructions, and we really did not control for those, and we did not collect data on hormonal contraception. As stated, we did not collect detailed data on either hormonal contraception or on resumption of menstruation, so hormonal hypotheses and contributions to dyspareunia really cannot be adequately assessed by this study. Dr Gilbert's question pertained to anonymity and, no, these were not anonymous questionnaires, so women were asked specifically to respond to these questions in a way that perhaps would not have been the most forthright. Again, we do not believe that they were trying to withold information; they seemed to be quite willing to give us responses. We didn't have nonresponses to those particular questions.
Again, Dr Gabbe, I think I've addressed your question adequately with respect to the providers who cared for these patients.
